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Brief Clinical Reportsare not available, because the time within range for these
patients was drawn from historical data obtained from
our anticoagulation clinic. Finally, although linear interpo-
lation is a well validated and accurate method for estimat-
ing time within the therapeutic INR range, it is still
possible that not all fluctuations in the INR were detected
by this analysis.
In conclusion, the results of our pilot study suggest that
HeartMate II recipients may spend a significant amount of
time with values outside the target INR range. We saw
this deviation despite relatively normal warfarin dosage
requirements. Additional studies exploring the etiology of
this potentially altered pharmacodynamic response are war-
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Loic Lang-Lazdunski, MD, PhD,a London, EnglandChyloptysis is rare and usually occurs spontaneously sec-
ondary to disorders of the mediastinal lymphatic system.
We present a case of chyloptysis after cervical mediastino-
scopy and biopsy of mediastinal lymphadenopathy.CLINICAL SUMMARY
A 59-year-old man presented with a 3-month history of
a cough producing white sputum streaked with occasional
minor hemoptysis. His medical history was unremarkable
other than a pericardial effusion, not noted to be chylous
in nature and of unknown cause, requiring percutaneous
drainage without complication 10 years previously. He
was a nonsmoker. Examination results were unremarkable
with no evidence of yellow nail syndrome. Computed to-
mography (CT) of the chest demonstrated widespread para-
tracheal lymphadenopathy, anterior mediastinal mass, and
normal lung fields (Figure 1, A). Subsequent bronchoscopy
results were normal. Cervical mediastinoscopy confirmed
extensive mediastinal lymphadenopathy. Chyle was noted
to reflux on manipulation of tissues; however, no evidenceof elevated lymphatic pressure or hemorrhage was noted.
Biopsy of mediastinal nodes (stations 2 and 4) was without
complication and showed only reactive changes, with no
evidence of granuloma formation or malignancy after histo-
pathologic examination.
After this procedure, the patient presented again with
aworsening cough and shortness of breath. He now described
his sputum as being of ‘‘fried egg’’ appearance. Analysis of
sputum confirmed chyloptysis (triglyceride, 14.7 mmol/L;
cholesterol, 2.0 mmol/L [ratio 7.4:1]). Repeat CTof the chest
showed a 90-mm anterior mediastinal mass with patchy pa-
renchymal opacification in the lingula and left lower lobe,
but no evidence of pleural effusion (Figure 1,B). Lymphangi-
ography was not undertaken. The patient underwent median
sternotomy and resection of this anterior mediastinal mass.
At operation, chyle was noted draining from the cut tumor
surface. Multiple small vessels were noted between the
mass and hilum of the left lung, which were divided using
the Harmonic scalpel; however, the mass did not invade
into the lung parenchyma, and pulmonary resection was not
deemed necessary. BioGlue (CryoLife, Europa Ltd, Surrey,
UK) was applied over the resection area in an attempt to re-
duce the risk of chylothorax in the early postoperative period.
Histopathologic examination showed predominantly
adipose tissue interspersed with cystically dilated spaces
containing grey, chylous fluid and multiple congested blood
vessels with focal punctate hemorrhage confirming a typical
lymphangioma (Figure 2). The patient made a satisfactory
postoperative recovery with no further chyloptysis at
7 months postoperatively.ry c July 2011
FIGURE 1. A, Contrast CT scan of the chest showing anterior mediastinal mass and paratracheal lymphadenopathy at first presentation. B, Reconstructed
CT scan of the chest showing opacification of the left lower lobe secondary to chyle within the bronchoalveolar tree.
Brief Clinical ReportsDISCUSSION
The differential diagnosis of primary chyloptysis includes
lymphangioma, lymphangiomatosis, lymphangiectasis,
lymphatic dysplasia syndrome, and lymphangiomyomato-
sis. Lymphangiomas are the most common of all mediastinal
lymphatic disorders comprising up to 4.5% of all mediasti-
nal tumors.1 They are benign tumors characterized by dilated
lymph-filled cystic sacs1 that are abnormally formed during
fetal development by failure of the primary lymphatic cavi-
ties to join with the central lymphatic system2 and usually
present in infancy.3 Acquired lymphangiomas may occur
secondary to chronic infection, surgery, or radiation because
of chronic obstruction of the lymphatic system.3
Mediastinal lymphangiomasmay be an incidental finding,
however. In one study of 25 cases, 75% were symptomatic
secondary to compression of adjacent structures presenting
with dyspnea, chest pain, or hemoptysis.1 In the presentFIGURE 2. Microscopic appearance of lymphangioma showing dilated
lymphatic channels filled with lymph. Hematoxylin–eosin staining
(1003 magnification).
The Journal of Thoracic and Ccase, the patient initially presented with cough, and chylopt-
ysis developed only after cervical mediastinoscopy; there-
fore, it seems to have been induced iatrogenically. Surgical
trauma associated with cervical mediastinoscopy, leading
to the development of acquired lymphangioma,may have re-
sulted in elevation of lymphatic pressure and retrograde flow
of chyle through the lymphatic within the bronchial tree.3
This retrograde flow is the other postulated mechanism for
the development of chyloptysis.4 Alternatively, biopsy of
the paratracheal lymph nodesmay have resulted in the devel-
opment of a chylous effusion in association with a broncho-
pleural fistula and thus chyloptysis, this being one of the
proposed mechanisms for its development.5CONCLUSIONS
Surgical excision of lymphangioma resulted in complete
resolution of chyloptysis. Complete surgical resection is the
treatment of choice, as was performed in the present case,
although radiation, chemotherapy, laser, and sclerosing
agents have been described with varying success.1 To our
knowledge, this is the first reported case of iatrogenic-
induced chyloptysis.References
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